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Available online 2 February 2012Background: People with intellectual disabilities (ID) may be exposed to more life events due
to different living circumstances and limited coping abilities. The frequency of life events may
increase with age due to age-related decline, loss of significant others and forced relocations.
We studied the occurrence of life events in adults with mild to profound ID aged ≥50 years
and their association with depression and anxiety.
Methods: Occurrence and burden of life events were assessed with a checklist of 28 items, com-
pleted by professional caregivers. Depression and anxiety were assessed with self-report and
informant-report screening instruments (n=988) and with a psychiatric interview
(n=286). Associations with depression and anxiety were studied for life events in general
and for specific life events.
Results: 97% of the participants had been exposed to multiple life events during the preceding
year and 72% had been exposed to one or more negative life events. The frequency was signifi-
cantly higher in participants aged 65 years or over, in participants with mild or moderate ID
and in participants with depression or anxiety. Minor physical illness and problems with a
fellow resident were significantly associated with depression and anxiety, decline or loss
of mobility and loss of leisure-time activities with depression and change at work or from
work with anxiety.
Limitations: This study was cross-sectional and therefore lacks reliable information about
causality.
Conclusions: Given the high prevalence of life events and their association with depression and
anxiety, life events should be better monitored and, if possible, prevented.
© 2011 Elsevier B.V. Open access under the Elsevier OA license.Keywords:
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Anxiety1. Background
In people with intellectual disabilities (ID), the occurrence
of life events is high and they are associated with psychiatric
and behavioural problems (Cooper et al., 2007; Hove and
Havik, 2010; Hulbert-Williams and Hastings, 2008; Smiley
et al., 2007). Life events can be positive (e.g. marriage) or
negative (e.g. death of close relative) and some life eventsical Center, Intellectu-
, P.O. Box 2040, 3000
ermans).
ier OA license.(e.g. relocation) may be positive for one person, but negative
for another (Owen et al., 2004). It is likely that people with ID
are exposed to different andmore life events than the general
population, because of different living circumstances, limited
coping skills, and less control over their lives (Hartley and
MacLean, 2005; Jahnsen et al., 2002). Similarly, the frequency
of life events may be lower for people with mild ID than for
people with more severe ID, because of independent living
and better coping abilities (Hamilton et al., 2005). We
expected that life events may occur even more often in
older people with ID, because of age-related physical and
cognitive decline, co-morbid health problems, loss of signifi-
cant others and forced relocations (Patti et al., 2010;
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events with all kinds of psychiatric problems, older people
with ID may have an increased risk of psychiatric problems
due to more life events.
Therefore, we studied the life events in older adults with
ID and their association with depression and anxiety. To
that end, we have developed a checklist with a broad variety
of life events. Because of the subjective character of life
events, we also investigated the experienced burden of life
events. Therefore, not only occurrence but also burden of
each reported life event had to be rated. With this study,
we want to answer the following questions: How frequent
are older adults with ID exposed to life events and how
often are these events experienced as negative? How accu-
rate is observers' judgement of burden of life events? Are
life events associated with age, level of ID, residential setting,
depression and anxiety?
2. Method
2.1. Setting and study population
This study was part of the ‘Healthy Ageing and Intellectual
Disabilities’ (HA-ID) study, performed in a consort of three
large service organizations in the south-west of the Nether-
lands. These organizations provide care and support of vary-
ing intensity at residential settings and day-care settings. All
clients aged 50 years or over were invited to participate
(n=2322). Informed consent was received from the partici-
pants or their legal guardians for 1069 persons. Nineteen per-
sons who gave informed consent failed to participate due to
severe illness, death or returning the consent form too late.
Of another 62 participants, data on life events were missing,
due to informants' refusal to complete the questionnaire
(n=57), logistic problems (n=4), and one unfinished ques-
tionnaire, which resulted in a study population of 988 partic-
ipants. Recruitment and ethical issues are described in more
detail elsewhere (Hilgenkamp et al., 2011). This study has
been approved by the Medical Ethical Testing Committee of
the Erasmus University Medical Center at Rotterdam, the
Netherlands (MEC nr: 2008-234).
2.2. Measures and procedure
Gender, age, level of ID, residential setting and a history of
depression or anxiety disorder were retrieved from the par-
ticipants' files. Level of ID and a history of depression or anx-
iety disorder were requested from the participants'
psychologist or behavioural therapist.
2.2.1. Life events
Life events were assessed with a checklist of 28 life events,
of which appearance and burden during the last 12 months
had to be rated (yes/no), (Appendix A). This checklist has
been developed for the HA-ID study and was based on the
Brugha life events checklist, the life events checklist of the
PAS-ADD Interview, frequent life events mentioned in other
studies, (Hastings et al., 2004; Moss et al., 1994; Owen et
al., 2004; Tsakanikos et al., 2007) and experiences of profes-
sionals (physicians, psychologists and caregivers) working
with people with ID. The internal consistency is good(α=0.81). The checklist was completed by informants, be-
cause a time-frame of 12 months is too long to oversee for
many people with ID (Finlay and Lyons, 2001). Informants
were stimulated to ask participants about the experienced
burden of the reported life events, if possible.
2.2.2. Depression and anxiety
Increased depressive and anxiety symptoms were
assessed using self-report and informant-report screening in-
struments and were defined as a score above the cut-off of at
least one of these screening instruments. Participants with a
borderline, mild or moderate ID, who use comprehensible
speech and are able to oversee the time-frame of at least
one week, were considered capable of self-report. Self-
report instruments were applied by trained interviewers.
Informant-report instruments were completed in writing by
professional caregivers who knew the participant for at
least three months.
Depressive symptoms were assessed with the Inventory
of Depressive Symptomatology Self Report (IDS-SR) (Rush
et al., 1986) for self-report and the Dutch informant-report
Signalizing Depression List for people with Intellectual Dis-
abilities (SDL-ID) (Roeden, 1989b) for participant incapable
of self-report. The IDS-SR has been developed for the general
population, but its psychometric properties are good in
adults with ID: internal consistency of α=0.89, test–retest
reliability of ICC=0.91, sensitivity of 71% and specificity of
54% (Bassa, 2011). Its score ranges from 0 to 84. Based on
published results, we used a cut-off score of ≥18 (Rush et
al., 1996). The SDL-ID's internal consistency and inter-rater
reliability in older people with ID are good (α=0.77 and
r=0.87) (Roeden, 1989a). The score on the SDL-ID can
range from 18 to 72. We used a cut-off score of ≥35 which
has been recommended by the author of the questionnaire
(Schoonhoven, 2001).
Anxiety symptoms were assessed with the Glasgow Anx-
iety Scale for people with an Intellectual Disability (GAS-ID)
(Mindham and Espie, 2003) and the Anxiety subscale of the
Hospital Anxiety and Depression Scale (HADS-A) (Zigmond
and Snaith, 1983) for participants capable of self-report and
with the General anxiety subscale of the Anxiety, Depression,
And Mood Scale (ADAMS) (Esbensen et al., 2003) for all par-
ticipants. The GAS-ID has been developed for people with ID
and has good psychometric properties (Mindham and Espie,
2003). Its score ranges from 0 to 54. We used a cut-off score
of ≥17 which has been recommended by Hermans et al.
(submitted for publication) for older people with ID. The
HADS-A has been developed for the general population in
which its psychometric properties are fair to good (Croon et
al., 2005; Haworth et al., 2007; Zigmond and Snaith, 1983).
Standardized explanatory information was added to four
items (2, 3, 6 and 7) for better comprehension. Its score
ranges from 0 to 21. Based on published results, we applied
a cut-off score of ≥8 (Croon et al., 2005). The ADAMS is an
informant-report instrument and was applied in total to
avoid violation of the questionnaire's structure. The General
anxiety subscale has sufficient to good psychometric proper-
ties in older adults with ID (Hermans et al., 2012). The score
on the General anxiety subscale ranges from 0 to 21. We ap-
plied the cut-off scores recommended by Hermans et al.
(2012): ≥10 for participants without autism and ≥14 for
Table 1
Frequency of multiple life events (n=988).
Number of life
events
n (%) Number of negative life
events
n (%)
0 9 (0.9) 0 281
(28.4)
1 26 (2.6) 1 204
(20.6)
2 64 (6.5) 2 172
(17.4)
3 117
(11.8)
3 109
(11.0)
4 143
(14.5)
4 85 (8.6)
5 142
(13.5)
5 49 (5.0)
6 128
(13.0)
6 26 (2.6)
≥7 359
(36.3)
≥7 62 (6.3)
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autism-spectrum disorder was requested from the partici-
pants' psychologist or behavioural therapist.
Diagnoses of major depression and anxiety disorders
(generalised anxiety disorder, panic disorder, and phobia)
were made with the Psychiatric Assessment Schedule for
Adults with a Developmental Disability (PAS-ADD) Interview
(Moss et al., 1994). The PAS-ADD is a semi-structured inter-
view with satisfactory psychometric properties (Costello et
al., 1997; Gonzalez-Gordon et al., 2002; Moss et al., 1993). In-
terviews were done by behavioural therapists experience in
working with people with ID, who had been trained in
using the PAS-ADD Interview. The PAS-ADD interview has
been applied to a subsample of the total study population.
2.3. Statistical analyses
All analyses were done with the Statistical Package for the
Social Sciences 17.0. Non-response analyses were done using
a t-test for age and chi-square tests for gender and residential
setting. Non-response analysis for level of ID was not possi-
ble, because this was unknown for non-participants. We ver-
ified the accuracy of report of burden by informants by
comparing the correlation of depressive and anxiety symp-
toms with both total number of life events and total number
of negative life events, using Point-biserial correlation coeffi-
cients. Reliable report should result in a higher correlation of
depressive and anxiety symptoms with negative life events
than with total life events. For this specific analysis, depres-
sive and anxiety symptoms were recoded to one variable:
scores below cut-off on all depression and anxiety question-
naires versus one or more scores above the questionnaires'
cut-off.
Differences in frequency of total and negative life events
for age (50–64 years versus ≥65 years), increased depressive
and anxiety symptoms, major depression and anxiety disor-
ders were analysed with t-tests and for level of ID, residential
setting and the different anxiety disorders (generalized anx-
iety disorder, phobia and panic disorder) with a one-way
ANOVA. To control for the increased vulnerability of people
with a history of depression or anxiety disorders, significant
differences in frequency of total and negative life events for
increased depressive and anxiety symptoms, major depres-
sion and anxiety disorders were also analysed with an
ANCOVA (with history of depression or anxiety disorder as
covariate).
The relationship of individual life events with increased
depressive and anxiety symptoms was explored with a logis-
tic regression analysis using items of the life events checklist,
gender, age and level of ID as the independent variables and
increased depressive and anxiety symptoms as dependent
variables. Life events which were prevalent in less than 5%
(nb50) of the study population were excluded from the re-
gression analysis to increase statistical power. Multicollinear-
ity is an undesirable strong relation between the
independent variables and was checked for all independent
variables with the variance inflation factor (Pallant, 2004).
The relationship of individual negative life events with in-
creased depressive and anxiety symptoms has not been stud-
ied, because we wanted to study the objective relationship of
life events and depression and anxiety. The relationship ofindividual life events with major depression and anxiety dis-
orders has not been studied, because the sample with a diag-
nosis was too small to use in regression analysis.3. Results
The study population consisted of 509 men and 479
women with a mean age of 61.07 (s.d.=8.16). Non-
response analyses showed that men (X2=3.99, pb0.05)
and people living independently were underrepresented
(X2=47.69, pb0.05). The diagnostic interview was applied
to 286 participants, 195 with at least one score above the
cut-off and 91 participants with low screening scores.3.1. Frequency of life events
Of the total sample, 979 (99.1%) participants had been ex-
posed to one or more life events during the preceding year,
953 (96.5%) to two or more, and 889 (90.0%) to three or
more (Table 1). The most frequently reported life events
were: change of staff in residential setting/day care (85.0%),
holidays (65.3%), new fellow resident (55.1%), mild physical
illness (47.2%) and change of main professional caregiver
(39.5%) (Table 2). Concerning the number of life events
rated as negative, 707 (71.6%) participants had been exposed
to one or more negative life events, 503 (50.9%) to two or
more and 331 (33.5%) to three or more (Table 1). The most
frequently reported negative life events were: problems
with a fellow resident (27.8%), change of staff (26.8%), mild
physical illness (23.8%), decline or loss of mobility (15.6%)
and severe illness of relative, carer or friend (13.2%)
(Table 2).
Participants aged 65 years or over had been exposed to
significantly more life events than younger participants
(Table 3). People with mild or moderate ID had been exposed
to significantly more total and negative life events during the
preceding year than people with severe or profound ID
(Table 3).
Table 2
Frequency of each life event.
Life event Total:
n (%)
Negative:
n (%)
Change of staff in residential setting or day care 835
(84.5)
265
(26.8)
Holiday 645
(65.3)
49 (5.0)
New resident moved in 545
(55.2)
94 (9.5)
Minor illness or injury 468
(47.4)
235
(23.8)
Change of key worker 391
(39.6)
71 (7.2)
Problems with fellow resident 372
(37.6)
275
(27.8)
Change at or from work or day care 353
(35.7)
91 (9.2)
Death of relative or friend 274
(27.7)
111
(11.2)
Decline or loss of mobility 257
(26.0)
154
(15.6)
Major illness of a relative, caregiver or friend 253
(25.6)
130
(13.2)
Death of significant other (other than relative or
friend)
213
(21.6)
75 (7.6)
Change in frequency of visits from or to family/
friends
193
(19.5)
84 (8.5)
Moving within service organization 184
(18.6)
41 (4.2)
Major illness or injury 178
(18.0)
126
(12.8)
Loss of leisure-time activities 113
(11.4)
52 (5.3)
Rapid loss of vision or hearing 109
(11.0)
57 (5.8)
Problems with relative, friend or staff 96
(9.7)
81 (8.2)
Menopause 80
(8.1)
22 (2.2)
Loss of something valuable 55
(5.6)
45 (4.6)
Moving from independent living or living with
family to service organization
50
(5.1)
11 (1.1)
Stopped working/day care 40
(4.0)
8 (0.8)
Sexual problem 38
(3.8)
29 (2.9)
Divorce/break up of steady relationship 28
(2.8)
12 (1.2)
Alcohol or drug related problems 26
(2.6)
6 (0.6)
Burglary 20
(2.0)
8 (0.8)
Financial problems 17
(1.7)
14 (1.4)
Problems with justice and/or authorities 11
(1.1)
5 (0.5)
Fired from work/unemployment 6 (0.6) 4 (0.4)
Table 3
Characteristics of study population and differences in number of life events.
Characteristics n Number of life
events (s.d.)
Number of negative life
events (s.d.)
Gender t=1.35 t=−0.19
Male 509 6.05 (3.20) 2.18 (2.44)
Female 479 5.78 (3.04) 2.21 (2.43)
Age t=−2.12* t=−1.86
b65 years 682 5.78 (3.10) 2.10 (2.38)
≥65 years 306 6.24 (3.18) 2.42 (2.54)
Level of ID F(3, 962)=9.02** F(3,962)=10.52**
Borderline/mild 241 6.34 (3.15) 2.61 (2.59)
Moderate 471 6.15 (3.25) 2.36 (2.62)
Severe 165 5.31 (2.90) 1.46 (1.78)
Profound 89 4.71 (2.34) 1.53 (1.62)
Accommodation F(2,986)=2.04 F(2,986)=0.12
Independent
living
43 5.67 (3.52) 2.35 (2.26)
Community-
based home
412 6.16 (3.12) 2.21 (2.46)
Central location 533 5.76 (3.12) 2.17 (2.43)
Depression
screening
t=−4.61**
F(2,900)=9.13**a
t=−6.73**
F(2,900)=30.88**a
Score below
cut-off
818 5.70 (3.03) 1.92 (2.22)
Score above
cut-off
165 6.92 (3.31) 3.56 (2.97)
Major depression
diagnosis
t=−1.71 t=−2.97**
F(2,258)=3.77*a
No major
depression
245 6.31 (3.13) 2.76 (2.66)
Major depression 41 7.22 (3.42) 4.10 (2.81)
Anxiety screening t=−3.26**
F(2,896)=3.03*b
t=−6.54**
F(2,896)=21.98** b
Score below
cut-off
827 5.76 (3.11) 1.94 (2.28)
Score above
cut-off
157 6.64 (3.00) 3.50 (2.81)
Anxiety disorders
diagnosis
t=−0.27 t=−0.50
No anxiety
disorders
263 6.42 (3.20) 2.92 (2.72)
Anxiety disorders 23 6.61 (3.10) 3.22 (2.65)
Specific anxiety
disordersc
F(2,21)=5.72* F(2,21)=5.22*
Generalized
anxiety disorder
4 9.50 (4.80) 2.75 (1.26)
Phobia 11 4.82 (2.14) 1.91 (2.34)
Panic disorder 8 7.63 (1.69) 5.25 (2.44)
* pb0.05 ** pb0.01.
a Controlled for a history of depression.
b Controlled for a history of anxiety disorders.
c Participants with ≥1 anxiety disorder were classified according to their
most severe anxiety disorder.
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The correlation of total number of life events with in-
creased depressive or anxiety symptoms (rpb=0.17 (95%
CI: 0.11–0.23), pb0.01) was lower than the correlation of
number of negative life events with increased depressive or
anxiety symptoms (rpb=0.29 (95% CI: 0.23–0.34), pb0.01),
suggesting that observers' judgement of burden of life events
is adequate.3.3. Association of life events with depression and anxiety
Participants with increased depressive or anxiety symp-
toms had been exposed to significantly more total and nega-
tive life events during the past year, which remained
significant after controlling for a history of depression or anx-
iety disorders (Table 3). Fig. 1 shows the association of mul-
tiple exposure to total and negative life events with
depressive and anxiety symptoms. Participants with major
depression had been exposed to significantly more negative
life events, which remained significant after controlling for
a history of depression (Table 3). Participants with a general-
ized anxiety disorder have been exposed to significantly
Fig. 1. Association of multiple life events and depression and anxiety
symptoms.
Table 4
Association of each life event with depression and anxiety expressed in odds
ratio (95% CI).
Life event Increased
depression
symptoms
Increased anxiety
symptoms
n 961 962
Gender 1.08 (0.73–1.59) 1.52 (1.02–2.26)*
Age 1.00 (0.98–1.03) 1.00 (0.98–1.02)
Borderline/mild IDa 0.68 (0.39–1.18) 3.40 (1.95–5.91)
Moderate IDb 1.01 (0.65–1.58) 1.45 (0.85–2.48)
Change of staff in residential
setting or day care
1.04 (0.60–1.82) 1.01 (0.59–1.74)
Holiday 0.47 (0.32–0.68)** 0.53 (0.36–0.78)**
New resident moved in 1.21 (0.82–1.79) 1.15 (0.78–1.70)
Minor illness or injury 1.58 (1.07–2.32)* 1.49 (1.01–2.20)*
Change of key worker 0.94 (0.63–1.39) 0.81 (0.54–1.22)
Problems with fellow
resident
1.61 (1.10–2.36)* 1.85 (1.25–2.72)**
Change at or from work or
day care
1.29 (0.87–1.91) 1.65 (1.11–2.46)*
Death of relative or friend 1.05 (0.66–1.66) 1.16 (0.73–1.83)
Decline or loss of mobility 1.75 (1.16–2.65)** 1.02 (0.65–1.61)
Major illness of a relative,
caregiver or friend
0.84 (0.52–1.36) 1.23 (0.78–1.95)
Death of significant other
(other than relative or
friend)
1.40 (0.90–2.19) 0.75 (0.46–1.23)
Change in frequency of visits
from or to family/friends
1.13 (0.71–1.79) 0.99 (0.62–1.61)
Moving within service
organization
0.83 (0.49–1.40) 1.27 (0.77–2.09)
Major illness or injury 1.16 (0.74–1.82) 1.06 (0.65–1.72)
Loss of leisure-time activities 2.92 (1.75–4.86)** 1.64 (0.92–2.93)
Rapid loss of vision or
hearing
0.92 (0.52–1.63) 0.45 (0.21–0.98)*
Problems with relative,
friend or staff
0.66 (0.34–1.28) 1.50 (0.86–2.64)
Menopause 0.79 (0.37–1.69) 0.87 (0.44–1.72)
Loss of something valuable 1.58 (0.79–3.19) 0.96 (0.44–2.06)
Moving from independent/
with relatives living to
an ID living facility
0.61 (0.23–1.64) 0.32 (0.10–1.07)
*pb0.05, **pb0.01.
a Versus moderate and severe/profound ID.
b Versus borderline/mild and severe/profound ID.
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cantly more negative life events than participants with pho-
bia (Table 3).
Table 4 shows the association of each life event with in-
creased depressive and anxiety symptoms by means of odds
ratios (OR). A higher OR represents a stronger association of
a life event with depression or anxiety. ‘Problems with a fel-
low resident’ and ‘minor physical illness or injury’ were sig-
nificantly associated with both increased depressive and
anxiety symptoms, ‘decline or loss of mobility’ and ‘loss of
leisure-time activities’ with increased depressive symptoms,
and ‘change at work or from work’ with increased anxiety
symptoms. ‘Holiday’ was significantly associated with the
absence of depressive and anxiety symptoms and ‘rapid
loss of vision or hearing’ with the absence of anxiety
symptoms.
4. Discussion
This large-scale cross-sectional study in a nearly repre-
sentative Dutch sample of 988 older people using formal ID
services shows, that in the course of one year, up to 72% has
been exposed to one or more negative life events, indepen-
dent of living conditions. More life events are reported with
advancing age and by people with mild or moderate ID. Accu-
mulation of life events, especially negative ones, results in a
higher frequency of increased depressive and anxiety symp-
toms and major depression. The following life events are
specifically associated with increased depressive or anxiety
symptoms: ‘minor illness or injury’, ‘problems with fellow
residents’, ‘decline or loss of mobility’, ‘loss of leisure-time
activities’, and ‘change at or from work/day care’.
The development of a life event checklist, based on inter-
nationally used checklists for the general population and for
adults with ID, with added items characteristic for adults
with ID, has certainly yielded a profit: three of the five most
frequently reported life events (‘change of staff’, ‘new resi-
dent moving in’, and ‘change of key worker’) are typical for
adults with ID receiving formal care or support. These three
life events were also found to be among the five mostfrequent life events, as reported by Owen et al. (2004), who
also included items typical for this population. Compared to
findings of prior studies in younger adults with ID, we
found a higher exposure to life events, even compared to
findings of Owen et al. (2004) (70% (95% CI: 60–78%) against
90% (95% CI: 88–92%) in our study) (Hamilton et al., 2005;
Hastings et al., 2004; Martorell et al., 2009; Owen et al.,
2004). These findings confirm our expectation that older
people with ID are exposed to more age-related life events
than younger adults.
Somewhat remarkable outcomes are the negative associa-
tions of ‘holiday’ with depressive and anxiety symptoms and
of ‘rapid loss of vision or hearing’ with anxiety. The former
could imply either that holidays prevent depression and anx-
iety or that people who have depressive or anxiety symptoms
go less often on a holiday. The second association might be
explained by the fact that, as opposed to slowly progressive
sensory losses, rapid losses are usually noticed by clients or
caregivers, and subsequently treated.
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observers could only be checked indirectly, the results
suggest that this judgement tends to be adequate. This
is a relevant finding, because many people with ID are
not able to adequately remember past events over a longer
time period. However, for three quarters of the sample
(those incapable of self-report), one informant completed
both the questionnaires about depressive or anxiety symp-
toms and the life event checklist, which may have resulted
in an overestimation of the correlation of burden and symp-
toms. In future research, inter-rater reliability of the life
events checklist should be studied to determine the accuracy
of judgement by caregivers.
The main limitation of this study is that, like most life
event studies, it was cross-sectional and therefore lacks reli-
able information about causality. Another limitation is that
the association of individual life events was studied only for
depressive and anxiety symptoms, but not for depression
and anxiety disorders, because the prevalence of such disor-
ders is relatively low and therefore hard to study with regres-
sion analysis in a non-selected study population. Although
symptoms are indicative for psychiatric problems, these
results can not be generalised to major depressive disorder
and anxiety disorders. The underrepresentation of men and
independently living adults has no consequences for the
generalizability of this study, because we found no associa-
tions of life events with gender or residential setting.
The most important implication for clinical practice is,
that ID services should increase their awareness of the occur-
rence of life events. Especially because accumulation of life
events is furthered by the fact that some might trigger
others: for example, loss of mobility may lead to relocation
which leads to a change of key worker. Furthermore, aware-
ness of the impact of certain events should also increase.
Events that seem unremarkable to staff or management
may have a significant impact on clients' well-being, leading
to depression or anxiety. For example, the association of
minor physical illness with depression and anxiety may
imply increased impact of illness because of limited under-
standing of the nature of illness. Also, events related to
change (e.g. change of staff, change at work, and new resi-
dent moving in) are rated relatively often as negative. There-
fore, a broad spectrum of life events, especially those
associated with depression and anxiety, should be actively
monitored and, where possible, prevented. Although some
life events may be unavoidable, this approach may result in
taking into account clients' perspective in care management
more often. Besides, the consequences of life events (e.g. de-
pression or anxiety) should also be noticed to ensure ade-
quate support or treatment. Despite the current financial
crisis that causes diminishing financial sources for chronic
care and leads to multiple policy changes, interventions
aimed at limiting preventable life events together with ap-
propriate support to limit the potential negative effect of in-
evitable life events on psychological well-being should be
actively promoted.
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